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Abstract 
 Providing culturally competent care is a critical component of the nurse’s role. This paper 
is a literature review that focuses on helping nurses provide a culturally competent care to 
pregnant women. In one health department, countries were identified based on educational needs 
of the nursing staff in caring for pregnant patients from these countries. After reviewing the 
literature regarding Sudan, Kenya, Ghana, Burma, and Senegal, as well as examining cultural 
practices of women from other Islamic countries, information about beliefs, practice, and food  
preferences during pregnancy was collected and discussed. Using an evidence-based framework 
for how to implement this knowledge into nursing practice, recommendations are provided.  
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Providing Culturally Competent Care to Pregnant Women  
 I have chosen to do this project because about five years ago, I was a patient in a local 
health department’s pregnancy clinic; I was a non-English speaker, and I had just moved to the 
United States. After doing my maternity nursing rotation, I realized that the care that I received 
five years ago is not the same as the care being provided to English speaking patients. I thought 
that it could be because of language barriers and lack of understanding of cultural differences. 
After meeting with members of a local health department’s leadership team, I understood that 
there was a need to provide nurses caring for pregnant patients with educational materials about 
various cultures of patients who receive care at their clinics.  I feel passionate about helping 
educate nurses about providing culturally competent care and hope that my project makes a 
difference for patients from diverse cultural backgrounds.  
Introduction 
“Culture is a framework that a person uses in viewing the world, including health and the 
need for care. Core belief and value systems are held more strongly when people loss control 
over aspects of their life due to illness” (Price & Cordell, 1994; Thomas, 2001). The United 
States is a diverse country that has many people immigrating to it from all around the world. 
Nurses see patients from all of these different backgrounds. In order to provide quality, culturally 
competent care, nurses need to increase their knowledge about the various cultures and how the 
values and beliefs of these cultures impact the kind of care these patients expect and prefer to 
receive.  When nurses are not culturally competent, there is a poor communication between the 
patient and the nurse as a result decrease in patient satisfaction is seen (Leininger, 1985).  For 
nurses to be culturally competent they need to be culturally sensitive, which means that they are 
aware of and utilize knowledge related to ethnicity, culture, gender or sexual orientation in 
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understanding the responses of their patients in different situations (Thomas, 2001). Nursing 
graduates should have the skills and the knowledge to provide holistic care to patients of diverse 
backgrounds (Callister, 2001).  Nurses need to recognize and appreciate cultural differences 
values, beliefs, and customs related to healthcare (Maier-Lorentz, 2008). Because the competent 
delivery of health care includes cultural awareness, skills, and knowledge, nurses need to know 
how to adapt the care they deliver to meet the diverse cultural needs of each patient. This is 
increasingly tied to improved client outcomes and quality of care provided (Thomas, 2001). 
The purpose of this literature review is to provide information to nurses and other health 
department personnel who care for culturally diverse patients about the principal cultures served 
by the health department. The health department leaders shared with me the principal cultures 
cared for by providers and nurses in that setting and noted that the nurses working in that setting 
need more information about the cultures in order to provide higher quality, culturally competent 
care. The nurses in a local health department’s women’s clinic are currently using video call with 
translators to communicate with patients who are non-English speakers besides asking questions 
to the patient about their culture. They currently do not have any resources to help provide 
culturally competent care. This is why an information resource, such as a reference book, or 
educational binder, would help them because they will be able to look at it and have an idea 
about the patients’ beliefs, culture or factors that affect the patients’ decision-making. 
Ultimately, this paper will be turned into an information resources for this group. The following 
countries’ cultural practices related to the perinatal period will be examined: Sudan, Kenya, 
Ghana, Burma, and Senegal. Additionally, practices within the Islamic culture will be examined.  
Review of the Literature  
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When performing an article search only articles addressing these countries or groups 
were included. There were articles that mentioned other countries, and those were used if it 
included information regarding the listed countries. CINAHL, PubMed, Web of Science, 
ProQuest, Google Scholar, and Embase were used to find articles or journals; the search terms 
used were: “childbirth,” “pregnancy,” “childbirth traditions,” “childbearing,” “cultural practice,” 
“perception,” “food,” “diet,” “nutrition,” “pregnancy traditions,” “maternity traditions,” 
“maternity,” “antenatal,” and “postpartum.” Beside the listed terms, the names of the principal 
countries were added to the search.  When doing the search many articles were found, yet most 
of them were irrelevant to the searched country or not about culture. Most of the articles used in 
the literature review contain qualitative data, and the researchers in the included studies 
interviewed people from a specific culture to learn about their culture.  
Sudan 
Sudan is a Northeastern African country bordering the Red Sea, Egypt, Libya, and Chad. 
Higginbottom et al. did a study with Sudanese women in Canada and found that language 
barriers create issues such as miscommunications and misunderstanding, and that could be a 
threat to the mother and the baby (2013).  They also found that many of those women experience 
domestic violence from their husband; in addition, polygamy is common, and the women are 
expected to do all the housework, cooking and taking care of the children while pregnant 
(Higginbottom et al., 2013). Sudanese women do not feel comfortable with a highly medicated 
pregnancy because they consider it as a natural phenomenon, and might decide not to go to 
prenatal programs; traditionally they avoid anything that could harm the baby or the mom 
(Higginbottom et al, 2013). Sudanese pregnant women avoid coldness, they want their food and 
drink to be hot, and they believe that if they are not happy that could affect the baby’s 
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characteristics (Higginbottom et al., 2013).  These patients are more likely to refuse ice packs or 
cold pad for their perineum because that is different from their cultural practice of preserving 
heat (Alderman, 2016).  
Kenya 
Kenya is in Eastern Africa with Christianism as the main religion. During pregnancy, 
Kenyan women have some food restrictions that are related to their culture. This is mainly 
among pregnant Kalenjin women in rural Uasin Gishu County. They were advised to be cautious 
about eating any type of meat during pregnancy; therefore, the pregnant women need to know 
the history of the animal meal because of the condition of the animal during life or upon death 
(Riang’a, Broerse & Nangulu, 2017). For example, if the animal died giving birth or the animal’s 
baby died in utero or the animal had any disease or complication, a pregnant woman should not 
eat the meat from that animal that is the reason why it is recommended for them to know the 
origin of the meat before eating it during pregnancy. Sheep are known to bring rashes on the 
baby’s skin like an allergy therefore it is also avoided (Riang’a, Nangulu &Broerse, 2017).  
In addition, Kenyan women also believe that eating too much meat and eggs will make 
the baby grow big, and that would lead to complications during birth; it is also considered a 
misfortune to the mother or the baby, so they eat meat at the most once a weak (Riang’a, Broerse 
& Nangulu, 2017). There are some herbs prescribed by herbalists to regularize the size of the 
baby mainly when they are told that the baby is too big, (Riang’a, Nangulu &Broerse, 2017).  
Kenyan women also reported eating less during their pregnancy as compared to before 
pregnancy (Perumal et al., 2013). Moreover, Kenyan pregnant women are expected to feed well 
one the recommended food, and if they do not then they will not have strength to push the baby 
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out during delivery, and they believe that Cesarean Section are “fifty- fifty you can either die or 
survive” which leave the baby suffering without a mother (Riang’a, Nangulu & Broerse, 2017).  
The foods that are known to give strength to the women are porridge, potatoes, rice, 
boiled maize, herb; traditional vegetables and milk; some other highly recommended foods are 
leafy and green vegetables, such as pigweed, black nightshade, spider plant, spinach, white vine 
spinach, pumpkin leaves and cowpeas leaves (Riang’a, Nangulu & Broerse, 2017). Those foods 
are recommended by both the health practitioners and the gogos (grandmothers), who believe 
that the main cause of hemorrhage is having less blood, and these foods should be consumed 
during pregnancy to increase blood (Riang’a, Nangulu & Broerse, 2017). Other foods that they 
consumed to increase blood and prevent hemorrhage are liver fruits, animal blood, milk, red 
beans, herbs red soil/stones and porridge made out of millet and sorghum; also, milk mixed with 
blood is believed to raise the blood level very fast and it is recommended for women who have 
been told that they hemoglobin is low (Riang’a, Nangulu &Broerse, 2017). Therefore, having 
enough blood during pregnancy is important to them. Broth was frequently mentioned as 
“appropriate” during lactation, as it provided “strength” to mothers (Kavle & Landry, 2017).  
Ghana  
Ghana is a Country on the West Coast of Africa with its main religion being 
Christianism. Tabong and Adongo (2013) found that in Ghana the reason for having children 
was to maintain the lineage and property inheritance; in addition, the people who had children 
are more respected if they have a male child if they don’t have a male child, the couple is 
descried as “tertiary infertility” (2013). Sexually transmitted infections, abortions, some 
alcoholic beverage smoking and some supernatural things causes infertility; infertility is always 
attributed to the women even if it could be from the husband, the women are the one who has to 
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do ritual to try to fix it (Tabong & Adongo, 2013). In Ghana, one of traditional beliefs associated 
with pregnancy is that pregnant women should not be eating in public area in order to avoid evil 
spirits, and they should pray a lot (Aziato, Odai &Omenyo, 2016).  In addition, the pregnant 
woman only eats foods cooked by herself or her close family members, and stays away from the 
foods on sale, and when it comes to drinking water, the pregnant women only drink the water 
that had been blessed or prayed over by their pastors; other water are considered ordinary 
(Aziato, Odai &Omenyo, 2016). Blessed sand and blessed water by the pastor was mixed and 
used for enema during pregnancy (Aziato, Odai & Omenyo, 2016).  
Ghanaian women have many traditions after birth for the mother and the baby. Herbs 
peeled from the back of a tree are used for a woman who has no breast milk; the herbs are mixed 
with millet flour and water, and they believed that this mixture make a lot of change in the 
amount of breast milk (Aborigo et al., 2012). Millet flour mixed with shea- butter as a drink, 
massaging breast with shea-butter and fetching the barn of thorn tree cooked with vegetable oil 
are methods used to stimulate the production of breast milk (Aborigo et al., 2012). After using 
these traditions, if the woman still doesn’t have milk to breast feed their baby or if the baby is 
having issues feeding, then the baby is taken to a nursing mother around the community who has 
breast milk, so that they can breastfeed the baby (Aborigo et al., 2012). First time mothers have 
to have their milk tested to see if it is safe for them to breastfeed their baby; therefore, their first 
milk is put into a container and black ants are added to the milk. If the black ants crawl out of the 
milk without dying then the milk is safe for the baby if not the milk is considering bitter, dirty 
and poisonous and will cause diarrhea and lead to death (Aborigo et al, 2012). To prevent death, 
the mother has to go through some ritual to purified the milk meanwhile the bay is drink boiled 
herbs (Aborigo et al., 2012). A variety of food, such as herb concoctions gripe water, water from 
 PROVIDING CULTURALLY COMPENTENT CARE TO PREGNANT WOMEN                                                                            
 
9
the flour of guinea corn are given to newborn on top of breast milk. The gripe water is used as 
medicine for stomachache and warm water is given to create appetite; supplemental feeds are 
recommended when they baby is not feeding well (Aborigo et al., 2012).  
Myanmar or Burma 
Burma is the second largest Nation in Southeast Asian Country bordered by India, 
Bangladesh, China, Laos, and Thailand Kyi (Sein, 2012).  During pregnancy, Burmese men’s 
involvement was associated with the wives’ education level. Men with greater knowledge about 
sexual and reproductive health are more likely to be involved in the pregnancies of their wives 
(Ampt, Mon, Than, Khin, Agius, Morgan, Davis, & Luchters, 2015). According to Sein (2012), 
most Burmese women stated that seven days after birth was the postpartum period, and they have 
some postpartum food restrictions and dietary practices to follow; the reason for some of the 
restriction was for the well-being of the newborn. The avoided foods were hot, cold, food 
causing hypertension dizziness, food induces wind or activity; it also included spicy food, some 
meats seafood, vegetable and fruits (Sein, 2012). Examples of cold foods are some vegetables 
such as Roselle, water convolvulus and cucumber; they are known to cause abdominal pain and 
diarrhea in the mother and the newborn; seafood and sea fish cause drowsiness (Sein, 2012).  
Prawn and beef are believed to cause itchiness of skin; anchovy sauce cause loose motion and 
sticky rice on the other hand leads to constipation (Sein, 2012). The food choices during 
postpartum are meat vegetables and soup, which is thought to increase milk production; chicken 
is known to have wound healing power (Sein, 2012).  
Sexual intercourse during the postpartum period is thought to cause reverse blood flow of 
the postpartum blood lochia and put the women’s life in danger; during that time, the main 
reason for abstinence is to prevent pregnancy, wound gaping, heavy blood flow injury to the 
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uterus and intestinal prolapse (Sein, 2012).  Burmese women also avoid crying and quarreling 
because it causes severe headaches and cessation of the milk or lactation, and they also avoided 
the smell of frying and burning, which cause puffiness of the face (Sein, 2012). For muscle pain 
and preventing the newborn from getting abdominal pain, Burmese women do smearing and 
drink turmeric three times a day for seven days, and some women take nutmeg immediately after 
birth to help expel discharge (lochia). The mixture of turmeric and cumin black is inhaled to help 
with dizziness (Sein, 2012). 
Senegal 
Senegal is a west African County with the main religion being Islam. In Islam, men are 
allowed to have multiple wives, up to four wives, so there are Family Code Specific rules and 
regulation of marriage that ask for men at their first marriage to choose either monogamous or 
polygamous lifestyle and the wife agrees to the choice (Oheneba-Sakyi and Takyi, 2006). 
 Contraception methods are believed to be dangerous, lead to health issues, and harm the 
womb (Gueye et al., 2015). Aubel, Toure & Diagne found that Senegalese pregnant women are 
advised by grandparent to work as usual in order to maintain the body strength for delivery, but 
only decrease the heaviest tasks (2004). For food restrictions, Senegalese women tend to stay 
away from spicy, bad smelling, and nausea-inducing food; also, coconuts and pork is believed to 
cause the baby to be big and as a result make the delivery or labor difficult (Kavle & Landry, 
2017). There is a fear of having a large baby, so many Senegalese pregnant women intentionally 
eat less food because they want to stay away from enduring long painful labor (Kavle and 
Landry, 2017).  
Islamic Countries 
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The World has about 1.8 billion Muslims, which is about 24% of global population 
(Lipka, 2017). In many Islamic families, the woman’s role is to bear and raise children, and the 
man is the provider and the leader and make all the decisions, but that doesn’t mean that Muslim 
women are voiceless so the provider needs to consult them privately (Roberts, 2003). Many 
Muslim women are well educated and speak many languages, but when using a translator, a 
same sex is required because in Middle Eastern culture it is prohibited to discuss health related 
issues between unrelated male and female (Roberts, 2003).  The right hand is considered clean 
and can be used to eat, but the left hand is considered dirty and can be used for clean self after 
using the bathroom (Charles, 2011).  
In terms of food, Muslims eat foods that are Halal, or permitted, and stay away from food 
that are haram, meaning forbidden; pork and alcohol are main ones, so it is important to let the 
pharmacy know about non-pork containing medication and non-alcohol containing medications 
(Roberts, 2003). Being alone in a hospital room with a male provider violates Muslim religious 
belief (Roberts, 2002), and it is not acceptable to examine a Muslim with the examination door 
open (Charles, 2011). Hijab is the traditional Scarf that most Muslim women wear (Charles, 
2011); during labor the women may choose to keep their hijab if they wear one, and the father 
might request to hold the baby immediately after birth to chant the Muslim call to prayer in the 
baby’s ear (Roberts, 2002).  
Some parents chew a piece of date fruit and out in in the baby’s mouth; in addition, for 
Muslim women’s breastfeeding is important because it is mentioned in the Quran, and it is one 
of the Muslim child’s right (Roberts 2002). All male babies or children should be circumcised 
(Charles, 2011).  After birth, reversible contraception could be used, such as birth control pills, 
but permanent sterilization is forbidden, and abortion may be performed for medical reason 
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(Charles, 2011). The acceptable contraception are natural family planning, foam, condoms, and 
diaphragms (Alderman, 2016). Hospitalized Muslim patients may get a lot of visitors because it 
is required by the religion to visit the people who are sick (Charles, 2011). There is also a belief 
that sick people should stay away from coldness because that allow them to stay warm inside the 
body and get more energy to fight the sickness in the body (Higginbottom et al., 2013). 
According to Roberts’s study, the Muslim women did not want to participate in the end of life 
decisions, but they wanted to hold and protect their child at the last moment. When a Muslim 
patient dies, they should be buried within 24 hours of death (Charles, 2011). 
Discussion 
 Douglas et al. (2014) proposed ten guidelines for implementing culturally competent 
nursing care. After reviewing the literature on the above countries, the findings can be integrated 
into the guidelines provided by Douglas et al. (2014). The first guideline is entitled “Knowledge 
of Cultures.” It is defined as gaining an understanding of “perspectives, traditions, values, 
practices, and family systems” (p. 111) of the various populations cared for by nurses. In 
Higginbottom et al. (2013) the tradition of considering pregnancy as a natural phenomenon and 
not seek medical care was noted to be important to the Sudanese culture. Therefore, as a nurse, if 
your patient is missing her prenatal visits this could be the reason, and try not to judge the patient 
and try understand where they are coming from, and teach them about why you as they nurse 
want to see them. In addition, according to Higginbottom et al., Sudanese women avoid coldness 
after birth because when sick their body need to stay warm inside to have more energy to fight 
(2013). As a result, being aware of Sudanese women’s belief, and not give them a water pitcher 
full of ice without asking them if they want it. Moreover, for Kenyan women might try to eat less 
to keep the baby small to prevent cesarean section (Riang’a, 2017); that’s their belief and they 
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nurse could help still teach the patient with respect about the importance of eating enough and 
more nutritious food. In almost all the cultures that were reviewed, women are using these 
practices because it is what they believe is best for them and their baby. When caring for a 
Muslim patient, nurses should be alert for foods containing pork such as gelatin, yogurt, ice 
cream, marshmallows, and some breakfast cereals. If there is no halal meat available, patient 
might be able to take kosher meat, seafood, or vegetarian diet (Alderman, 2016). 
 The second guideline is entitled “Education and Training in Culturally Competent Care”.  
It is about the fact that nurses should be educated and trained to provide culturally competent 
care, and it should be part of required continuing education (Douglas et al., 2014). The purpose 
of this paper is to provide public health nurses with education about the different cultures served 
by their organization. At the health department, Sudanese, Kenyan, Ghanaian, Senegalese, 
Burmese, and many Islamic Families are cultural groups that are identified as the patient’s group 
being served. Therefore, they are discussed in this literature review, and information about each 
group is provided in this paper. This information will be shared with the health department, and 
it could be used during their monthly staff meeting to gain knowledge about each culture and 
revise it when necessary.  
The third guideline is entitled “Critical Reflection.” It is defined as being culturally aware 
of one’s own belief, culture and values, and understand how if affect you as a person, and 
understanding the culture of others, so it is knowing yourself and your own feeling. Loftin, 
Hartin, Branson, and Reyes (2013) did an integrative review on different tools that could be used 
for culturally competence in nurses, and one of the tools that they talk about is the “Nurse 
Cultural Competence Scale (NCCS)”. That scale has four domains, which are cultural awareness, 
cultural knowledge, cultural sensitivity, and cultural skill, and it has a total of 41 items, which 
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are rated with the 5-point Likert type, so the choices are from strongly agree to strongly disagree 
(Loftin et al., 2013). The scale was reported by the developers as being 0.78-0.96 reliable (Loftin 
et al., 2013). This scale could be used by nurses to help them determine their own self-awareness 
to help them provide culturally competent care. Besides the NCCS, Loftin et al., (2013) also 
talks about a scale named “Cultural Awareness Scale”, which was developed for measurements 
of cultural awareness in nursing students because cultural awareness is the minimal level of 
being culturally competent. With these available tools, nurses and nursing students can use them 
to evaluate their own cultural values and beliefs.  
 The fourth guideline is entitled “Cross-Cultural Communication”. It is defined as 
communicating with respect, dignity, and preservation of human rights. Stereotyping, prejudice 
bias can be used to interpret communication failure, and they influence the quality of care 
provide (Douglas et al., 2014). The health department has some IPads that they use to make 
video call for translation or they use a phone line and put in on speaker for translation or 
interpretation for Non-English speakers. Based on the patient’s culture, the nurse need to pay 
attention to who that translator or interpreter can be because according to Robert (2003), for 
Muslim patient when using a translator, a same sex translator is required when discussion health 
related issues. Therefore, it is important to know, so that the nurse can have an effective 
communication with the patient because the patient might not be able to disclose or discuss her 
concerns because of the fact that a male translator is being used.  
 The fifth guideline is named “Culturally Competent Practice”. It is defined as combining 
self-awareness, knowledge about diverse cultural practices, and skills in cross-cultural 
communication. The nurse has to assess the patients’ health belief and practice, and the amount 
of knowledge the nurse has about it will influence the cultural competence of the care provided 
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(Douglas et al., 2014). This guideline is mainly the combination of guideline number one thru 
four. It is also emphasizing education for nursing student and keep educating nurses with 
continuing education on culturally competent care to progressively develop their cultural 
knowledge (Douglas, et al, 2014).  
 The sixth guideline is entitled “Cultural Competence in Health Care Systems and 
Organizations”. it is defined the structure and resources needed to evaluate and meet the needs of 
the diverse culture, which should be provided by the health care organizations to provide safe 
care (Douglas et al., 2014). In the health department, the staff members identified the gap in their 
knowledge about the diverse group of patients that they are serving. Those gaps inspired this 
literature review in an intent to bring more knowledge to the staff to help them provide culturally 
competent care. 
 The seventh guideline is entitled “Patient Advocacy and Empowerment”. It is about 
nurses advocating to including the patients’ cultural practices and beliefs, in every part of their 
care (Douglas et al., 2014).  For the nurse to be able to advocate for the patient, he or she needs 
to have an effective communication with the patient to determine her needs and wishes. Also, by 
communicating with the patient the nurse can learn about the patients’ culture or ask the patients 
her cultural practice; then the nurse will be able to advocate based on the information she gather 
from the patient or family members. It is important to let the patient have a voice about their care 
even when they are non-English speakers.  
 The eighth guideline is entitled “Multicultural Workforce”. It is about recruiting and 
retaining culturally diverse workforce because each person brings cultural knowledge to the 
group. The health department has a diverse group of nurses in their staff, one from a Hispanic 
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country, one from Nigeria, and one from Kenya. The staff members of the health department can 
learn from each other and get to know each other’s cultural practices and beliefs as it could help 
when a patients come and is part of one of the cultures that was learned.  
 The ninth guideline is entitled “Cross-Cultural Leadership.” It is defined as nurses being 
able to influence others to provide culturally competent care for culturally diverse populations 
(Douglas et al., 2014). Nurses could do this by being great advocate for patients and being 
involve in work setting committees about nursing practice and in professional organizations.  
 The tenth guideline is entitled “Evidence Based Practice and Research”. It is defined as 
nurses using evidence-based practice was proven to be the most effective practice for culturally 
diverse patients, and doing research in area where there is a lack of knowledge (Douglas et al., 
2014). By doing research and looking at evidence-based practice to stay up to date with current 
practiced, nurses could put this guideline into practice. Also, a review of the literature such as 
this could be a resource to nurses. Nurses, at the health department, for example, could also 
identify areas where more research is needed and conduct studies to generate new knowledge 
that would add to the body of literature about providing culturally competent care for patients 
from diverse cultural and geographical backgrounds.  
Recommendations 
 Utilizing the guidelines established by Douglas et al. (2014), recommendations can be 
made about how to instruct nurses and organizational leaders in providing and facilitating 
culturally competent care. To support the first guideline, nurses should be educated on general 
principles of the culturally competent care; they should gain knowledge about the frequently 
served groups, and the nurse should determine his or her health beliefs different from that of the 
 PROVIDING CULTURALLY COMPENTENT CARE TO PREGNANT WOMEN                                                                            
 
17 
patient (Douglas et al., 2014).  For that to be possible, the organizational leadership needs to 
make it easy for nurse participate in class, and provide appropriate resources and activities that 
improve awareness, such as cultural events with diverse speaker (Douglas et al., 2014).   
Recommendations to support the second guideline include nurses participation in classes 
that are about cultural diversity, continuing education to maintain cross-cultural skills, and 
mentoring colleagues and being role models in culturally competent care (Douglas et al., 2014). 
The organizational leadership should provide annual in service training for all staff members, 
conduct in-person classes, online training, conferences to increase the skills in cross-cultural 
assessment and communication of nurses, and consult transcultural experts (Douglas et al., 
2014).  The nurse should use critical reflection to analyze the patients’ needs and think about his 
or her own cultural values and beliefs, thus supporting the third guideline. The organizational 
leadership should make critical reflection a part of performance evaluation, and promote the use 
of critical reflection during meeting using case study discussion (Douglas et al., 2014).  
To support the fourth guideline, nurses should pay attention to diverse cultural 
communication styles, use interpreters or translators when needed, and give discharge or 
educational papers in the patients chosen languages (Douglas et al., 2014).  Organizational 
leadership should have ways to pay for translator of materials, should translate educational 
material into the patients’ language, and should make sure that the interpreters are being used 
effectively (Douglas et al., 2014).  
In support of the fifth guideline, the nurse should create a trusting relationship with the 
patient by showing respect for their beliefs and practices and listening to them; a cultural 
assessment should be done to learn about the patients’ wishes, preferences, needs, cultural 
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restrictions, and language (Douglas et al., 2014). The organizational leadership should have 
policies about cultural beliefs and practices, make sure that the staff are providing culturally 
competent care, and evaluate the effectiveness of current cultural service and revise them if 
needed (Douglas et al., 2014).   
To support the sixth guideline, nurses should be involved on committees about cultural 
diversity, participate on event about cultural diversity, and do their annual educational 
requirement (Douglas et al., 2014). The organizational leadership should encourage culturally 
competent care, and it should be reflecting in the mission and the values of the organization, they 
need a budget for interpretation, translation, and multi-language educational material (Douglas et 
al., 2014).  
For effective usage of the seventh guideline, nurses should advocate for the patient’s 
preferences and communicate available resources useful to resolve cultural differences (Douglas 
et al., 2014). The organizational leadership should have a system for patients and their loved 
ones to be able to speak about their cultural preferences (Douglas et al., 2014). To support the 
eighth guideline, nurses should have a mentoring program for culturally diverse staff (Douglas et 
al., 2014).  The organizational leadership should focus on hiring people who are multicultural or 
bilingual staff, celebrate the difference in culture among the staff, and should not tolerate any 
discrimination; also, it should create a mentoring network (Douglas et al., 2014).  
The ninth guideline can be supported by having nurse do some community activities or 
events that promote culturally competent care and get them involved in organizations that reward 
culturally competent health care (Douglas et al., 2014). The organizational leadership should 
have partnership that facilitate communication with the diverse groups, and have a way of 
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coordinating care at all levels, and should encourage the staff to participate in research (Douglas 
et al., 2014).   
To support the tenth guideline, nurse should get involve in committees and journal clubs 
that review the literature and keep track of culturally diverse patients’ satisfaction (Douglas et 
al., 2014). The organizational leadership should have a library and librarians with the necessary 
skills, create the journal clubs and workshops, and have some Advanced Practice Nurses that 
could do research and implement the evidence-based practice about cross-culture (Douglas et al., 
2014).  
Conclusion 
 In summary, nurses need to gain knowledge about different cultures and should have the 
skills needed to do a cultural assessment in order to provide culturally competent care. Available 
scales for self-awareness and cultural competence, such as NCCS and CCA, can be used to 
engage in critical reflection because nurses need to be able to provide care to people who are 
different from them (Douglas et al., 2014). Integrating cultural care knowledge and training for 
culturally competence at all levels of nursing education is supported by the International Council 
of Nurses (ICN) and the Joint Commission requires agencies to have continuing education on 
culturally competent care (Douglas et al., 2014). In addition, nurses should know their own 
biases and values, be comfortable providing care to people with cultural differences, understand 
differences between cultures, and know about the frequently seen cultures in their work settings 
(Jacobs, 2015).   
Research has shown that immigrant women recalled specific cultural practices such as 
ways to dress and eat during pregnancy, and restrictions during postpartum period (Winn, 
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Hetherington, Tough, 2017). That is why it is important to know about the patients’ beliefs and 
practice because moving from one place to another doesn’t mean that they have forgotten about 
their cultural beliefs or practices. Literature is used to gain knowledge about different cultures 
and practices; therefore, more research is need about cultural practices in other countries; for 
example, there is a lack of knowledge about Senegal. As a result, it is important to use a cultural 
assessment model or framework since nurses can’t know all the attributes of all cultures 
(Douglas, et al. 2014). Being flexible, tolerant, and nonjudgmental are skills need to provide 
culturally competent care (Culturally Competent Nursing Care and Promoting Diversity in Our 
Nursing Workforce, 2015) because there are practices that might not seem appropriate to the 
nurse but could be the norm for the patients’ belief or culture. In health care, the patient is the 
priority, and if they have beliefs or practices that could help nurses provide a better care, it 
should be used.  
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